Fax +41 61 306 12 34 E-Mail Port-site metastasis (PSM) have gained importance due to increasing number of robot-assisted radical cystectomy (RARC). To the best of our knowledge, there are 13 cases in the literature, with only one reporting, treatment modality and oncological outcome. There is no consensus about the treatment for PSM developing after RARC. Here, we report a PSM occurring in the early period after RARCand recommend a treatment modality.
Port-site metastasis (PSM) are an uncommon complication of minimal invasive surgery. The incidence of PSM in urological laparoscopy is reported as 0.9% for genitourinary malignant disease [3] . Only 13 cases with PSM after RARC have been reported in the literature. In this study we report a male patient with PSM which occurred in the postoperative 8th week after RARC.
Case Presentation
A 68-year-old male patient was referred to our clinic because of muscle invasive transitional cell carcinoma (TCC) of the bladder. His physical examination was unremarkable and routine laboratory studies did not document any abnormalities. Abdomino-pelvic and chest computer tomography were performed for clinical staging, which was T2N0M0. There was no local invasion or distant metastasis identified in any visceral organ or lymph node. So we decided to perform RARC. Five ports were used; the 8-mm camera port was placed 5 cm above the umbilicus, two 8 mm robotic arm ports were placed on each side of the midclavicular line, one 8 mm robotic arm port was placed at the right anterior axillary line, and one 12 mm assisting port was placed 6 cm above the umbilicus between the camera port and left robotic arm port. Radical cystectomy with extended pelvic node dissection and intracorporeal orthotopic neobladder procedure was performed with the da Vinci ® surgical system lasting 5 hours and 30 minutes. Radical cystectomy and lymph nodes material was placed in a Laparoscopic Retrieval Bag TM (Richard Wolf, USA). The camera port incision was enlarged and the surgical specimen was
Introduction
Radical cystectomy with extended pelvic lymph node dissection is considered as the standard treatment for localized muscle invasive bladder cancer and recurrent high-grade noninvasive disease [1] . The number of robot-assisted radical cystectomy (RARC) has increased in the last decade [2] . In spite of this popularity, there is no consensus about the superiority of open radical cystectomy.
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removed. Postoperative recovery was uneventful, and the patient was discharged on the 10th day following surgery. Histopathological investigation of radical cystectomy material indicated highgrade, deep muscle invasive TCC. The 25 lymph nodes were all reactive, surgical margins were negative and pathological stage was T2bN0. Eight weeks after surgery, the patient had admitted to our clinic with a small, tender, well-circumscribed 3 × 2 cm mass at the assistant port site. 18F-flurodeoxyglucose positron-emission computed tomography (FDG-PET/CT) imaging observed a hypermetabolic lesion with 18 × 15 mm dimensions invading the rectus muscle of the abdominal anterior wall ( fig. 1a ). A core needle biopsy was performed, and pathological examination reported high-grade TCC metastasis. Following consulting with medical oncology and radiation oncology departments, we decided to administer chemotherapy. After administration of 3 cycles of cisplatin and gemcitabine protocol, there was no decrease in the dimension of metastatic bulk. An external-beam radiotherapy (in total 40 Gy in16 fractions) combined with cisplatin and paclitaxel was planned due to the lack of response to initial therapy. After the second stage treatment modality, partial response was observed on PET/CT imaging ( fig. 1b ). So we decided to perform a wide surgical excision, after 7 weeks of combination therapy. During the operation, the tumor had invaded the left rectus abdominis mus-cle but there was no peritoneal involvement ( fig. 2 ). The removed specimen was 5 × 4 cm tumor in diameter and fascial defect was closed with dual mesh. After histopathologic examination, the tumor was reported as a TCC metastasis. The follow-up was 12 months and there was no local recurrence or distant metastasis.
Discussion
The incidence of PSM after RARC is less than 0.5%, with higher rates in RARC when compared with other genitourinary cancers [4] . Though there are 13 cases reported in the literature till now, it is thought that, this number involves bias [5] . In a 31-case RARC series from our clinic, 1 patient had PSM.
There are different theories relating to the formation mechanism of PSM. These include intrinsic theories such as tumor aggressiveness, local processes in the wound and hot immune response. Extrinsic factors include inhibition of the peritoneal immune response by CO 2 used in pneumoperitoneum, seeding of tumor cells in the perito- neal cavity by repeated gas insufflation and desufflation, and repeated entry and exit of laparoscopic instruments [6] . Additionally, a study by Hussein et al. [7] reported that PSM occurring in the early period after RARC is related to tumor aggressiveness instead of type of surgery. In our case, the metastasis occurred at the assistant port. This port was used for insufflation and desufflation during the surgery. Also aspiration catheter and laparoscopic instruments were used through this port. The occurrence at this port with highest entry of insufflation and laparoscopic instruments supports the available theories.
PSM is an atypical recurrence after radical cystectomy, with no consensus on treatment. Of the 13 cases in the literature, only one reported their treatment modality and shared follow-up duration. Khetrapal et al. [4] administered 3 cycles of chemotherapy, containing cisplatin and gemcitabine, and partial response obtained. After the chemotherapy, surgical excision with radiother-apy were applied for their patients. They emphasized that treatment must be patient-based, and reported the patient was recurrence-free during 2 years of follow-up. We did not achieve a response after 3 cycles of chemotherapy, so we combined radiotherapy with another chemotherapy protocol and partial response was received. Finally, we performed a wide surgical resection and patient was recurrence-free after 12 months.
In conclusion, PSM after RARC is very rarely reported. Aggressiveness of the tumor and factors related to laparoscopy trigger seeding of tumor to the port site. We believe that it is necessary to perform insufflation through a port with fewer entries and exits of instruments, where it must use appropriate technique to retrieve surgical specimen. There is a need for case series and meta-analysis for treatment protocols and recurrence-free survival rates for PSM.
